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Abstract 
 The physician-patient relationship is the most fundamental unit of medicine itself - and 
yet currently faces great peril, increasingly encroached upon by a number of different threats.  
Consumer-directed healthcare, an innovative new form of healthcare financing, empowers indi-
viduals to make their own decisions regarding their healthcare, holds providers accountable to 
their patients, and theoretically establishes a robust working relationship that benefits both par-
ties.  Could this be what is needed to save and strengthen the physician-patient relationship?  
This paper studies this question, namely the effect of consumer-directed healthcare on the physi-
cian-patient relationship, in-depth through a synthesis of existing research. 
 First, the importance and relevance of the physician-patient relationship are explained.  
The major determining factors of the relationship are then identified before context of the rela-
tionship’s current state is provided.  Next, the paper defines consumer-directed healthcare, 
specifically the two major types:  Consumer-directed health plans (CDHPs) and direct primary 
care (DPC).  The theory behind this model is given, as well as an analysis of the conceptualiza-
tion of healthcare as a market.  The paper then examines three distinct healthcare systems -- sin-
gle-payer, the current American system, and consumer-driven healthcare -- through the lens of 
the previously-identified factors to assess how each one impacts the physician-patient relation-
ship.  Following that is a thorough discussion on how consumer-driven healthcare has fared (both 
CDHPs and DPC) since its inception and the real-world results it has produced in relation to the 
physician-patient relationship.  The paper concludes by looking at the obstacles that stand in the 
way of future expansion of consumer-driven healthcare. 
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Section I - The Importance of the Physician-Patient Relationship 
 Described as the “keystone of care”, the physician-patient relationship governs the inter-
action between healthcare’s two most important actors - the patient and the physician.  And like 
all relationships, its strength is determined by the quality and quantity of interaction between the 
two players.  If the relationship itself is the keystone, then the ‘medical interview’, or the conver-
sation that takes place between physician and patient whenever the patient requires care, must be 
the glue that holds it in place, making it the “major medium of care”.  One of the most landmark 
studies concerning the physician-patient relationship attributed three major functions to this so-
called interview -- gathering information, communicating information, and establishing or main-
taining the relationship -- and then linked them, asserting that the relationship determines the 
quality of information elicited from the patient, conveyed by the doctor, and understood by the 
patient.  Understanding this correlation is key to understanding why the physician-patient rela-
tionship matters in the real world to real people and not just to healthcare theorists.  The physi-
cian-patient relationship has important, practical implications in everyday settings of healthcare, 
serving as the major determinant of physician satisfaction, patient satisfaction, and patient com-
pliance and contributing to increased quality of life and decreased practitioner burnout . 1
 Why does the physician-patient relationship matter?  To put it simply, it improves health.  
A patient’s health is largely predicated upon three things happening:  Patient accessing care, doc-
tors providing or prescribing appropriate care, and patient receiving and adhering to that care to 
the best of their ability.  A strong physician-patient relationship has a positive effect on all three 
fronts.  According to one study, patient satisfaction, a marker heavily influenced by the physi-
 Susan Dorr Goold and Mack Lipkin, “The Doctor–Patient Relationship: Challenges, Opportunities, and 1
Strategies,” Journal of General Internal Medicine 14 (1999): 8.
 5
cian-patient relationship, is a strong predictor of a patient’s willingness to return for care.  If a 
patient does not come in for care, they cannot receive the treatment they need which in turn has a 
negative impact on health outcomes .  In addition, other research shows that individuals with a 2
regular source of care have better access to primary care than those without; when broken down 
further, individuals with a regular doctor have better access than those with a regular site but no 
regular doctor.  Access to care - that first step towards improving a patient’s health - is often de-
termined by whether said patient has a regular physician that they see (continuity of care), a fac-
tor largely entwined with the physician-patient relationship . 3
 The second step (the delivery of care) is largely based upon the aforementioned medical 
interview in which the physician collects information from the patient and uses it to appropriate-
ly recommend a course of action.  The more information that the physician is able to gather, the 
more comprehensive the diagnosis and treatment plan as the physician takes into account family 
history, lifestyle, and other considerations.  However, this is often hindered by patients’ natural 
inclination to share the bare minimum or to withhold certain information they might not feel 
comfortable sharing.  While these two may be at odds, what joins them together is the physician-
patient relationship, as people in general feel more comfortable sharing with those they have a 
positive relationship with.  One study researched this in detail, studying the effect of the physi-
cian-patient relationship on diabetic patients’ willingness to share candidly with their physician.  
It found that the misrepresentation and/or withholding of self-care information had a statistically 
 Benjamin C. Sun et al., “Determinants of Patient Satisfaction and Willingness to Return With Emergency 2
Care,” Annals of Emergency Medicine, May 1999, https://www.annemergmed.com/article/
S0196-0644(00)70003-5/fulltext.
 J. M. Lambrew et al., “The Effects of Having a Regular Doctor on Access to Primary Care,” Medical 3
Care 34, no. 2 (February 1996): 138–51, https://doi.org/10.1097/00005650-199602000-00006.
 6
significant (p value = 0.05) relationship with the strength of the working relationship between 
patient and doctor .  Additional research affirms that this accumulated knowledge is put to good 4
use, resulting in less redundant laboratory tests, more knowledgeable medication prescription, 
and fewer emergent referrals in favor of a ‘wait and see’ policy .  In addition to saving patients 5
money from high-cost, often duplicative care, the use of accumulated knowledge in consultations 
allows physicians to more appropriately utilize resources - cutting straight to what their patient 
needs.  Other factors associated with the physician-patient relationship, namely longitudinal care, 
have also been linked to not only an increase in accumulated knowledge but an increase in doc-
tors' sense of responsibility towards their patients .  The accumulated knowledge that results 6
from patients sharing information with their physician results in two primary outcomes:  de-
creased resource utilization and an increased sense of responsibility, both of which indicate the 
development of a well-rounded diagnosis and treatment plan. 
 The final step towards health rests with the patient’s ability and willingness to follow rec-
ommended treatment; this too is impacted by the physician-patient relationship.  How a patient 
views the working relationship with their physician has a significant impact on how they view 
the value of the treatment provided to them , and in turn, this perceived value influences adher7 -
 Elizabeth A. Beverly et al., “Look Who’s (Not) Talking | Diabetes Care,” Diabetes Care 35, no. 7 (June 4
2012), https://care.diabetesjournals.org/content/35/7/1466.
 P. Hjortdahl and C. F. Borchgrevink, “Continuity of Care: Influence of General Practitioners’ Knowledge 5
about Their Patients on Use of Resources in Consultations,” BMJ (Clinical Research Ed.) 303, no. 6811 
(November 9, 1991): 1181–84, https://doi.org/10.1136/bmj.303.6811.1181.
 Hjortdahl and Borchgrevink.6
 Tatiana Koudriavtseva et al., “The Importance of Physician–Patient Relationship for Improvement of Ad7 -
herence to Long-Term Therapy: Data of Survey in a Cohort of Multiple Sclerosis Patients with Mild and 
Moderate Disability,” Neurological Sciences 33, no. 3 (June 1, 2012): 575–84, https://doi.org/10.1007/
s10072-011-0776-0.
 7
ence to that treatment .  In other words, patients are more likely to adhere if they understand the 8
importance of their treatment, and this understanding comes from a positive relationship with 
one’s provider.  If the physician-patient alliance is strong, then patients will rate their treatment 
more highly, presumably leading to higher adherence and better health. 
 It is important to point out that this chain of events only happens among patients whose 
only barrier to adherence is choice.  However, many other barriers exist as well that prevent pa-
tients from properly adhering to recommended treatment and even from forming a physician-pa-
tient alliance in the first place .  The most prominent of these is cost:  High out-of-pocket ex9 -
penses can deter patients away from getting treatment, filling prescriptions, and coming in for 
routine, preventive care.  Throughout this paper, special attention is given to those whose access 
and utilization of care is price-sensitive. 
 The physician-patient relationship is important because it improves health in all three 
phases of care:  By increasing patient willingness to come in and return for care, by allowing for 
a more complete and holistic diagnosis, and by encouraging better adherence to treatment.  These 
effects have manifested tangibly in the form of better health outcomes across the board.  In 
chronically ill patients, positive improvements in health outcomes (physiological markers, be-
havioral markers, and subjective evaluations of overall health status) were all associated with 
specific aspects of the physician-patient relationship .  The physician-patient relationship is the 10
 Koudriavtseva et al.8
 Lars Osterberg and Terrence Blaschke, “Adherence to Medication,” The New England Journal of Medi9 -
cine 353, no. 5 (August 4, 2005): 487–97, https://doi.org/10.1056/NEJMra050100.
 S. H. Kaplan, S. Greenfield, and J. E. Ware, “Assessing the Effects of Physician-Patient Interactions on 10
the Outcomes of Chronic Disease,” Medical Care 27, no. 3 Suppl (March 1989): S110-127, https://doi.org/
10.1097/00005650-198903001-00010.
 8
hallmark of medicine, possessing real, tangible importance to health, and as such, its preserva-
tion, protection, and advancement should be of the highest priority. 
 As with all relationships, its strength is determined by how it is viewed by the two parties 
involved; in this case, the physician and the patient.  If one or the other is not satisfied, the rela-
tionship suffers.  While physician satisfaction and patient satisfaction may be the key drivers be-
hind the success of the physician-patient relationship , there are a few factors beneath the sur11 -
face that affect these two drivers, in turn affecting the relationship as a whole.  These include 
time together and continuity of care. 
 Five-minute doctor visits are not conducive to the physician-patient relationship:  Patients 
want to feel genuinely cared for by their physician, and physicians want to do what they became 
a doctor to do (that is, care for patients and practice medicine).  Neither is happy when patients 
only have access to their doctor for a few minutes before the doctor rushes out the door to see the 
next patient on the schedule.  Time spent in the exam room is one of the most important predic-
tors of both patient satisfaction and physician satisfaction because the fostering of any relation-
ship depends on time, specifically ‘value-added time’.  In healthcare, value-added time refers to 
the times in which something is happening, such as having a procedure or talking to the provider 
(as opposed to waiting around).  Researchers have found that patient satisfaction is strongly 
linked to not just the length of the visit, but how much time they spend with their physician 
throughout it .  The article further suggests that physicians can enhance satisfaction not only by 12
extending the amount of time they spend with patients in the exam room but also by being inten-
 Goold and Lipkin, “The Doctor–Patient Relationship: Challenges, Opportunities, and Strategies.”11
 D. A. Gross et al., “Patient Satisfaction with Time Spent with Their Physician,” The Journal of Family 12
Practice 47, no. 2 (August 1998): 133–37.
 9
tional with that time.  By allotting a small portion of the time to nonmedical conversation, pa-
tients feel cared for as human beings, physicians don’t feel like medical robots, and this personal-
ized care often lends itself to a stronger relationship and a more holistic view on how to improve 
patient health.  The quantity and quality of time spent together during each encounter - value-
added time - has a substantial impact upon both patient and physician satisfaction. 
 One literature review claims physician time is just as imperative of a resource as any oth-
er in healthcare, yet it has not been studied as such.  For nonprocedural providers, it is their pri-
mary source of income.  Unfortunately, increasing administrative requirements such as autho-
rization requests and utilization review processes encroach on this important resource, taking 
physicians out of the exam room or tying them to their computer even when they’re physically 
present.  One of the primary sources of physician satisfaction is patient relationships, while time 
pressure ranks as one of the primary sources of physician dissatisfaction.  Physician satisfaction 
has also been linked with increased quality of care as assessed by more thorough explanation of 
care to patients and more attention to psychosocial aspects of health.  On the patient side, the re-
view synthesized the findings of multiple studies in conclusion that longer visits allow for in-
creased preventive care and patient involvement, and because patient participation and education 
are linked to higher patient satisfaction, it follows then that patient satisfaction would also be 
linked to more time spent between physicians and patients.  This landmark review successfully 
correlated time spent together with increased physician satisfaction, increased patient satisfac-
tion, and increased quality of care . 13
 David C Dugdale, Ronald Epstein, and Steven Z Pantilat, “Time and the Patient–Physician Relation13 -
ship,” Journal of General Internal Medicine 14, no. Suppl 1 (January 1999): S34–40, https://doi.org/
10.1046/j.1525-1497.1999.00263.x.
 10
 As important as the depth of time spent together is the breadth of time together.  In other 
words, how long have the physician and patient been in a working alliance and how many exam 
room encounters have they experienced during that time?  If a patient only has a doctor for six 
months before they switch providers - or if a patient has the same physician for six years but only 
goes in for care every two years - the physician-patient relationship suffers.  Furthermore, 
provider turnover can have a harmful effect on continuity, particularly in teaching hospitals and 
other academic healthcare settings in which residents are constantly graduating.  For the physi-
cian-patient relationship to flourish, it is important that care be consistent, committed, and con-
tinuous. 
 Two major components of continuity exist:  Relational continuity, or the history of an on-
going relationship between physician and patient, and churn, a change in insurance that causes 
you to lose access to your physician.  Looking at relational continuity first, a literature review on 
patient perspectives confirmed its importance, characterizing longitudinal care and consultation 
experiences as the main factors that develop and maintain the physician-patient relationship .  14
Additional studies have found that relationship continuity is highly correlated with lower costs, 
fewer hospitalizations and emergency department visits , and improved patient satisfaction.  Pa15 -
tients having high levels of continuity with their physician benefited from a significant reduction 
in medical expenditures and substantially lower odds of hospitalization, to the tune of 14.1% and 
 Matthew Ridd et al., “The Patient–Doctor Relationship: A Synthesis of the Qualitative Literature on Pa14 -
tients’ Perspectives,” British Journal of General Practice 59, no. 561 (April 1, 2009): e116–33, https://
doi.org/10.3399/bjgp09X420248.
 “Continuity of Care to Optimize Chronic Disease Management in the Community Setting,” Ontario 15
Health Technology Assessment Series 13, no. 6 (September 1, 2013): 1–41.
 11
16.1%, respectively .  Furthermore, relational continuity is particularly important to vulnerable 16
populations, and this importance manifests itself in patient satisfaction.  Patients who value con-
tinuity but not not see their regular physician rated their visit lower than those who did ; for pa17 -
tients with a chronic condition, continuity is inherently linked to how they evaluate their interac-
tion with their physician , while also improving their receipt of preventive services .  For indi18 19 -
viduals requiring high levels of and attention to care, relational continuity is vital. 
 Breaks in continuity arise from churn - when a change in your insurance prevents you 
from seeing your physician and affects the list of physicians you can see.  This can occur from 
changes in employer-sponsored insurance or from moving in and out of insurance altogether.  
Regardless, it has a disruptive effect on continuous coverage, yielding many of the opposite ef-
fects that relational continuity produces, including poor health outcomes, financial insecurity, 
and increased stress . 20
 These major factors are influenced by many other factors of their own; in essence, it’s a 
complicated system in which minor factors contribute to the major factors which in turn together 
set the tone of the physician-patient relationship.  While time and continuity influence both pa-
 Andrew Bazemore et al., “Higher Primary Care Physician Continuity Is Associated With Lower Costs 16
and Hospitalizations,” The Annals of Family Medicine 16, no. 6 (November 1, 2018): 492–97, https://
doi.org/10.1370/afm.2308.
 Paul A. Nutting et al., “Continuity of Primary Care: To Whom Does It Matter and When?,” Annals of 17
Family Medicine 1, no. 3 (September 2003): 149–55, https://doi.org/10.1370/afm.63.
 Margaret M. Love, “Continuity of Care and the Physician-Patient Relationship,” The Journal of Family 18
Practice 49, no. 11 (November 1, 2000), https://www.mdedge.com/familymedicine/article/60929/continu-
ity-care-and-physician-patient-relationship.
 “Does Continuity of Care Improve Patient Outcomes?,” The Journal of Family Practice 53, no. 12 (De19 -
cember 1, 2004), https://www.mdedge.com/familymedicine/article/60297/does-continuity-care-improve-
patient-outcomes.
 Ingrid Brugnoli-Ensin and Jessica Mulligan, “Instability in Insurance Coverage: The Impacts of Churn in 20
Rhode Island, 2014–2017,” Rhode Island Medical Journal, October 2018, 4.
 12
tient and provider, there are many other components that play into determining patient or physi-
cian satisfaction.  On the patient side, satisfaction is affected by wait times, choice of provider, 
and value of care.  Recent research indicates every aspect of the patient experience (including 
perceptions of the physician, quality of care, and information/instructions/treatment) correlated 
negatively with longer wait times, concluding that patient experience is negatively influenced by 
time spent waiting for provider care .  In a separate survey, patients who chose their physician 21
were nearly 20% likelier to rate their satisfaction as excellent or very good; in fact, choosing 
one’s physician was he strongest predictor of high overall satisfaction .  Furthermore, therapy 22
adherence - an important by-product of the physician-patient relationship - was positively associ-
ated with the ability to choose your physician .  Lastly, patient satisfaction is directly tied to 23
perceived value of care.  Like in any other market, patients seek to maximize the quality of care 
they receive while minimizing the cost they pay, thereby seeking ‘bang for your buck’.  Numer-
 Bleustein C et al., “Wait Times, Patient Satisfaction Scores, and the Perception of Care.,” The Ameri21 -
can Journal of Managed Care 20, no. 5 (May 1, 2014): 393–400.
 Julie Schmittdiel et al., “Choice of a Personal Physician and Patient Satisfaction in a Health Mainte22 -
nance Organization,” JAMA 278, no. 19 (November 19, 1997): 1596–99, https://doi.org/10.1001/
jama.1997.03550190060045.
 Koudriavtseva et al., “The Importance of Physician–Patient Relationship for Improvement of Adherence 23
to Long-Term Therapy.”
 13
ous studies have affirmed a causal relationship between medical service quality, value, patient 
satisfaction, and ultimately, behavioral intention to revisit with one leading to the other . 242526
On the other side, physician satisfaction is associated with greater physician autonomy, 
greater control over clinical work, fewer external regulations , and less time spent on adminis27 -
trative and data entry tasks as compared to direct patient care .  Managed care, documentation 28
requirements, physician malpractice, consumerism, and the erosion of trust have fundamentally 
altered the dynamic of the physician-patient relationship - with the most significant declines in 
physician satisfaction related to time spent with patients, autonomy in decision-making, and the 
availability of leisure time .  In addition, further studies have shown that physician and patient 29
satisfaction may be linked, with patients of highly-satisfied physicians being more satisfied 
 Yang-Kyun Kim et al., “A Study on Medical Services Quality and Its Influence upon Value of Care and 24
Patient Satisfaction – Focusing upon Outpatients in a Large-Sized Hospital,” Total Quality Management & 
Business Excellence 19, no. 11 (2008): 1155–71, https://doi.org/10.1080/14783360802323594.
 Kui-Son Choi et al., “The Relationships among Quality, Value, Satisfaction and Behavioral Intention in 25
Health Care Provider Choice: A South Korean Study,” Journal of Business Research, The Influence of 
Culture on Services, 57, no. 8 (August 1, 2004): 913–21, https://doi.org/10.1016/S0148-2963(02)00293-
X.
 Wan-I. Lee et al., “The Relationship between Consumer Orientation, Service Value, Medical Care Ser26 -
vice Quality and Patient Satisfaction: The Case of a Medical Center in Southern Taiwan,” African Journal 
of Business Management, 2010, /paper/The-relationship-between-consumer-orientation%2C-care-Lee-
Chen/ef624e1ec63bb41ec5658f3403fc16057b966b4f.
 Mark W. Friedberg et al., “Factors Affecting Physician Professional Satisfaction and Their Implications 27
for Patient Care, Health Systems, and Health Policy,” Rand Health Quarterly 3, no. 4 (December 1, 2014), 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5051918/.
 Coleman M, Dexter D, and Nankivil N, “Factors Affecting Physician Satisfaction and Wisconsin Medical 28
Society Strategies to Drive Change.,” WMJ : Official Publication of the State Medical Society of Wisconsin 
114, no. 4 (August 1, 2015): 135–42.
 Jennifer S Haas, “Physician Discontent: A Barometer of Change and Need for Intervention,” Journal of 29
General Internal Medicine 16, no. 7 (July 2001): 496–97, https://doi.org/10.1046/
j.1525-1497.2001.016007496.x.
 14
themselves in relation to their care .  This interaction affects not only the quality of care provid30 -
ed but also the cost of care, as dissatisfaction on the patient side results in poor treatment adher-
ence, dissatisfaction on the provider side is related to early retirement and increased job turnover, 
both of which result in unnecessary costs .  While many minor factors exist that are undoubtedly 31
important, they play their role by affecting the major factors of physician and patient satisfaction 
which, along with time and continuity, constitute the primary drivers that influence the physi-
cian-patient relationship. 
 Before assessing the state of the physician-patient relationship, it is important to have 
context regarding the current performance of American healthcare at a systems level.  The United 
States has an adult, non-elderly population of approximately 203 million; of this roughly 175.7 
million (86.3%) have health insurance while 27.9 million (13.7%) are uninsured .  In 2015, 3233
55.7% of U.S. residents received their health insurance from their employer, 19.6% were on 
Medicaid, 16.3% were on Medicare, and 14.6% acquired private insurance directly .  Roughly 34
eight out of ten adults (84.3%) had contact with a healthcare professional in 2018, while the 
number of physician office visits totaled 883.7 million (2016) with 54.5% being for primary 
 Jennifer S. Haas et al., “Is the Professional Satisfaction of General Internists Associated with Patient 30
Satisfaction?,” Journal of General Internal Medicine 15, no. 2 (February 1, 2000): 122–28, https://doi.org/
10.1046/j.1525-1497.2000.02219.x.
 Haas, “Physician Discontent: A Barometer of Change and Need for Intervention.”31
 Dan Witters, “U.S. Uninsured Rate Rises to Four-Year High” (Gallup, January 23, 2019), https://news.32 -
gallup.com/poll/246134/uninsured-rate-rises-four-year-high.aspx.
 Jennifer Tolbert et al., “Key Facts about the Uninsured Population” (Kaiser Family Foundation, Decem33 -
ber 2019), https://www.kff.org/uninsured/issue-brief/key-facts-about-the-uninsured-population/.
 “United States : International Health Care System Profiles,” in The Commonwealth Fund, accessed 34
March 19, 2020, https://international.commonwealthfund.org/countries/united_states/.
 15
care .  In terms of barriers to access, there existed approximately 5,900 ‘primary care health pro35 -
fessional shortage areas’ (2013) containing a physician to population ratio of less than 1:3,500 , 36
and a record 25% of Americans reported that they or a family member have delayed treatment 
for a serious medical condition in the past year (2019) due to cost .  The average household with 37
employer coverage spent $2,200 on premiums and $800 in out-of-pocket costs in 2016, making 
for an estimated 23.6 million Americans who had a high cost burden relative to income .  For a 38
typical primary care visit, the average out-of-pocket cost for an insured patient is around $50, 
while uninsured patients face the full cost of $160 (2013) .  The United States leads the way in 39
terms of lower mortality rates for various cancers as well as heart attack and ischemic stroke, but 
it lags behind in other key markers.  Hospital admissions for preventable diseases are more fre-
quent, there are higher rates of medical, medication, and lab errors, and more Americans use the 
emergency department in place of regular doctors visits.  However, perhaps the most telling indi-
cator is amenable mortality, or a measure of deaths that could have been prevented by timely and 
effective care.  Based on an index scaled 0 to 100 in which higher scores represent low mortality 
 “Ambulatory Care Use and Physician Office Visits” (National Center for Health Statistics, 2017), https://35
www.cdc.gov/nchs/fastats/physician-visits.htm.
 “Health Professional Shortage Areas (HPSAs),” Text (Bureau of Health Workforce, May 2019), https://36
bhw.hrsa.gov/shortage-designation/hpsas.
 Lydia Saad, “More Americans Delaying Medical Treatment Due to Cost” (Gallup, December 9, 2019), 37
https://news.gallup.com/poll/269138/americans-delaying-medical-treatment-due-cost.aspx.
 Susan L. Hayes, Sara R. Collins, and David C. Radley, “How Much U.S. Households with Employer 38
Insurance Spend on Premiums and Out-of-Pocket Costs: A State-by-State Look” (The Commonwealth 
Fund, May 2019), https://doi.org/10.26099/s50f-rs05.
 “Primary Care Visits Available to Most Uninsured But at a High Price” (Johns Hopkins Bloomberg 39
School of Public Health, May 2015), https://www.jhsph.edu/news/news-releases/2015/primary-care-visits-
available-to-most-uninsured-but-at-a-high-price.html.
 16
rates for causes amenable to healthcare and vice versa, the United States scored last among all 
comparable countries . 40
 Now that a point-in-time overview of healthcare in general has been provided, what about 
the physician-patient relationship?  As one comprehensive answer to that question is impossible 
to determine, this section will instead look at the factors isolated earlier, using the current data on 
them as a lens through which to answer this question.  Let’s again start with those first two - time 
spent and continuity - that affect both physician and patient satisfaction before turning to physi-
cian and patient satisfaction individually.  Contrary to what one would expect, the average length 
of doctors visit has actually increased over the last two decades from 17.9 minutes to 20.3 for 
primary care; these trends in visit duration were reciprocated for specialist visits, for different 
types of diagnoses, and for visits in which a procedure was performed .  However, these visits 41
do not consist entirely of direct interaction with one’s provider.  One study found that during the 
average workday, physicians spend 27% of their time interfacing with patients directly and 
49.2% of their time completing EHR and desk work; while in the exam room, these percentages 
change to 52.9% of clinical face time and 37% of EHR and desk work .  The length of time that 42
patients and physicians are together might have slightly increased, but new responsibilities may 
prevent the physician from being fully present and interacting during that time. 
 Bradley Sawyer and Daniel McDermott, “How Does the Quality of the U.S. Healthcare System Com40 -
pare to Other Countries?” (Kaiser Family Foundation, March 2019), https://www.healthsystemtracker.org/
chart-collection/quality-u-s-healthcare-system-compare-countries/.
 Meredith K. Shaw et al., “The Duration of Office Visits in the United States, 1993 to 2010,” American 41
Journal of Managed Care, October 2014, https://www.ajmc.com/journals/issue/2014/2014-vol20-n10/the-
duration-of-office-visits-in-the-united-states-1993-to-2010.
 Christine Sinsky et al., “Allocation of Physician Time in Ambulatory Practice: A Time and Motion Study 42
in 4 Specialties,” Annals of Internal Medicine 165, no. 11 (December 6, 2016): 753, https://doi.org/
10.7326/M16-0961.
 17
 With patients seeking primary care less often than before (due to a wide range of access 
and health behavior issues), continuity of care has found itself in a state of limbo.  Fewer Ameri-
cans than ever have a primary care provider with a drastic, disproportionate drop-off among 
young adults.  Between 2002 and 2015, the proportion of adults with a primary care physician 
declined by 2%; among 30-year-olds, this percentage fell by 7% .  Not only do more Americans 43
not have a physician, but the ones that do are visiting him/her less.  The U.S. Census Bureau re-
ports that working-age adults made an average of 3.9 visits to a care provider in 2010, down 
from 4.8 in 2001 .  In a separate study measuring relational continuity among patients with 44
chronic conditions, the annual number of ambulatory care visits among this population increased 
by nearly 40 million, yet the percentage of these visits that are primary care dropped from 57% 
to 46%.  Granted, this survey does not employ a longitudinal analysis to estimate how many of a 
patient’s doctor’s visits were not to their regular physician, but it does serve to indicate that pa-
tients are utilizing facilities such as urgent care rather than going into their personal doctor’s of-
fice .  If patients are not seeing a physician and/or not seeing their physician regularly, then rela45 -
tional continuity of care cannot exist and the physician-patient relationship suffers as a result. 
 Many of the minor factors are a mixed bag at the moment as well.  Starting with wait 
times, the mean wait time for new appointments in the private sector was 29.8 days in 2017, re-
 David M. Levine, Jeffrey A. Linder, and Bruce E. Landon, “Characteristics of Americans With Primary 43
Care and Changes Over Time, 2002-2015,” JAMA Internal Medicine 180, no. 3 (March 1, 2020): 463–66, 
https://doi.org/10.1001/jamainternmed.2019.6282.
 “Americans Are Visiting the Doctor Less Frequently” (US Census Bureau Public Information, October 44
2012), https://www.census.gov/newsroom/releases/archives/health_care_insurance/cb12-185.html.
 Joseph Ladapo and Dave A. Chokshi, “Continuity Of Care For Chronic Conditions: Threats, Opportuni45 -
ties, And Policy | Health Affairs,” Health Affairs, November 2014, https://www.healthaffairs.org/do/10.1377/
hblog20141118.042672/full/.
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flecting an increase (longer wait times) since the statistic was last calculated three years prior .  46
For return patients seeking follow-up care, ‘third next available’ is a common measure to esti-
mate wait times and access once you are in a practice; it can be defined as the average length of 
time in between a patient requesting an appointment and the practice’s third next available ap-
pointment slot.  For primary care, the average wait time for third next available (i.e. follow-up 
visits) is 6 days . 47
Choice of provider is being increasingly threatened by the establishment of ‘narrow net-
works’, plans designed to create savings by limiting the pool of contracted providers to a much 
smaller group.  While narrow networks do not constitute as big of a risk to patient choice in the 
group market (only 7% of firms offer them and only 2% reported eliminating a provider in the 
last year to cut costs), they have become increasingly prevalent in the individual market.  Down 
from 58% three years ago, just 29% of individual plans offered any benefits or cost-sharing for 
out-of-network providers in 2018; a separate report found that narrow network plans made up 
73% of the ACA exchanges that same year . 48
The last contributing factor to patient satisfaction was value -- what you get for what you 
pay.  As a whole, Americans are largely satisfied with their care:  77% rate the quality of the care 
they receive as excellent or good while a smaller percentage (61%) are satisfied with its costs, 
 Madeline Penn et al., “Comparison of Wait Times for New Patients Between the Private Sector and 46
United States Department of Veterans Affairs Medical Centers,” JAMA Network Open 2, no. 1 (January 4, 
2019): e187096–e187096, https://doi.org/10.1001/jamanetworkopen.2018.7096.
 “How Long Are Patients Waiting for an Appointment?” (Medical Group Management Association, 2017), 47
https://www.mgma.com/data/data-stories/how-long-are-patients-waiting-for-an-appointment.




overall indicating that patients are perceiving good value from their care .  As part of a separate 49
survey, when asked which five statements best reflect what you value most when receiving care 
from a provider, patients answered (in order):  Affordable out-of-pocket costs, ability to schedule 
a timely appointment, confidence in the doctor’s expertise, convenient location, and “doctor 
knows/cares about me”.  Interestingly enough, the only answer that remained in the top five 
when the same question was posed to physicians:  “I know and care about the patient” . 50
 By and large, the single factor currently in the largest state of peril is physician satisfac-
tion.  Over half of physicians (55.3%) describe their professional morale and the current state of 
the medical profession as negative with 77.8% experiencing some level of professional burnout.  
When asked what they find most satisfying about practicing medicine, the overwhelming majori-
ty (23.6% higher than the next most common response) answered the physician-patient relation-
ship; however, 23.9% report being overextended and overworked, thereby limiting their ability to 
enjoy the thing they enjoy most about their job.  When asked what they find least satisfying, loss 
of clinical autonomy, professional liability/malpractice, regulatory/insurance requirement, and 
EHRs all topped the list.  88.6% of physicians agreed that patient care in their workplace is ad-
versely impacted by external factors such as third party authorizations .  Physician satisfaction 51
is at an all-time low and because their satisfaction is driven largely by their interactions with pa-
 “In the News: Americans’ Satisfaction With Their Healthcare” (Gallup, February 2, 2018), https://news.49 -
gallup.com/poll/226607/news-americans-satisfaction-healthcare.aspx.
 “The State of Value in U.S. Health Care” (University of Utah Health, 2018), https://uofuhealth.utah.edu/50
value/index.php.
 “2018 Survey of America’s Physicians” (The Physicians Foundation, 2018), https://physiciansfounda51 -
tion.org/research-insights/the-physicians-foundation-2018-physician-survey/.
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tients, it is seemingly reflective of the physician-patient relationship itself.  Where do we go from 
here?  How do we allow it to flourish?  The answer may lie in consumer-directed healthcare. 
Section II - Consumer-Directed Healthcare and its Foundation 
 Multiple variants of consumer-directed healthcare exist, yet they are united in a common 
purpose:  “To harness the power of the informed, market-focused, self-motivated consumer”.  
Essentially, they are dependent upon consumers, or patients, shopping around to find the health 
plan or provider that offers them the highest value and that best fits their personal medical needs.  
Theory holds that with direct purchasing power, patients have a strong incentive to examine their 
options and choose their medical care carefully, spending their money wisely on what’s best for 
them.  On the other side of it, providers and insurers are forced to compete on various metrics of 
value (cost, quality, etc.) in order to garner interest and attract business.  However, consumer-di-
rected healthcare rely upon enrollees and patients being informed consumers; therefore, 
providers and insurers must make available to them the information they need to be informed 
(prices, quality, etc.) in an easily accessible and understood manner .  With that context of the 52
theory behind the model, let’s look now into the specifics of the different types and how they op-
erate. 
 Perhaps the most common form of consumer-directed healthcare is consumer-directed 
health plans (CDHPs).  These are high-deductible health plans (HDHPs) combined with health 
savings accounts (HSAs).  The HDHP component functions as follows:  If medical expenses fall 
below the deductible amount, then the patient pays out-of-pocket; if expenses are above the de-
 LL.M. W. Eugene Basanta J.D., “Consumer-Driven Health Care: Legal and Policy Implications,” Journal 52
of Legal Medicine 28, no. 1 (March 15, 2007): 1–10, https://doi.org/10.1080/01947640601180232.
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ductible, then the patient pays the deductible amount and the plan covers the rest, sometimes 
alongside a cost that is borne by the patient (i.e. coinsurance or copays) .  HDHPs are ideal for 53
those who do not incur frequent medical costs because in exchange for the high deductible, en-
rollees pay significantly lower premiums; since deductibles only become relevant when enrollees 
actually utilize services, these individuals come out much better financially with a HDHP than 
with a traditional plan in which they pay more per month for care they are not accessing.  Al-
though consumers enrolled in HDHPs lack first-dollar coverage, there is an exemption for pre-
ventive care in which costs below the deductible will be covered by the plan if they are deemed 
preventive .  Even then, affordability concerns still exist with HDHPs in that patients might de54 -
lay needed care to avoid paying out-of-pocket, including neglecting to purchase prescription 
drugs .  In addition to this, fee-for-service charges may be higher for consumers using HDHPs 55
because there is often not a middle man negotiating provider discounts in exchange for their in-
clusion in a network .  This results in higher costs being passed to the consumer at the point of 56
purchase, many of which are paid without insurer assistance. 
 However, the caveat is that these out-of-pocket costs are paid for using an HSA, a tax-
advantaged savings account used to pay for qualifying medical expenses.  Enrollees can gain 
three distinct benefits by using their HSA to pay for medical care:  1) Contributions are tax-de-
 W. Eugene Basanta J.D.53
 Committee on Child Health Financing, “High-Deductible Health Plans and the New Risks of Consumer-54
Driven Health Insurance Products,” Pediatrics 119, no. 3 (March 1, 2007): 622–26, https://doi.org/
10.1542/peds.2006-3687.
 W. Eugene Basanta J.D., “Consumer-Driven Health Care.”55
 Financing, “High-Deductible Health Plans and the New Risks of Consumer-Driven Health Insurance 56
Products.”
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ductible, 2) Earnings and interest are tax-deferred, and 3) Withdrawals for eligible expenses are 
tax-free.  However, since HSAs can only be used in conjunction with a HDHP, voluntary HSA 
enrollment largely depends on whether consumers will realize enough tax savings to make pay-
ing out of pocket affordable; if these savings are not enough, consumers may be better off en-
rolling in a traditional plan . 57
 Over the last few years, a new model has evolved that could trigger a sea change in how 
we deliver healthcare:  Direct primary care (DPC).  Using a subscription model of payment, DPC 
abandons traditional fee-for-service financing in favor of patients paying their provider directly 
via a periodic (monthly or yearly) fee.  In return, patients receive near-unlimited access with the 
ability to see their doctor as often as they’d like.  While a variant of this - concierge care - has 
existed for quite a while, DPC is the first to eliminate the need for traditional insurance.  With the 
practice coordinating the provision of primary care and the billing thereof, insurers are left re-
sponsible solely for providing wraparound plans for any care that falls outside of the practice’s 
scope, including catastrophic care, hospitalizations, and specialist care.  With a strong emphasis 
on preventive care, DPC promotes a continuous, ongoing, and regular physician-patient relation-
ship.  As with the other models of consumer-directed healthcare, patients are encouraged to shop 
around for options in their local area, comparing markers such as the cost of the periodic fee, the 
quality outcomes of the practice, and the inclusion of such features as screenings, scans, counsel-
ing, and telemedicine .  However, as stated before, the ability for consumers to shop around de58 -
 Financing.57
 Philip M. Eskew and Kathleen Klink, “Direct Primary Care: Practice Distribution and Cost Across the 58
Nation,” The Journal of the American Board of Family Medicine 28, no. 6 (November 1, 2015): 793–801, 
https://doi.org/10.3122/jabfm.2015.06.140337.
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pends on certain information being made readily available to them, and many have called into 
question the viability of healthcare as a market in which participants can make rational, econom-
ic decisions.  To understand the theory behind consumer-directed healthcare, it is imperative to 
first evaluate this claim. 
 To reiterate, this model is founded upon the ideals of a perfectly competitive market, 
namely that in markets with an unrestricted supply of services and abundant competition, prices 
will go down as a result of consumer influence .  These lower prices increase consumers’ pur59 -
chasing power so that they can purchase more wants with their limited income .  Perfect compe60 -
tition meets consumer demands, maximizes the amount suppliers provide, and produces the 
greatest possible output from the scarce resources available.  Perfect markets yield efficiency .  61
Unfortunately, the market for healthcare is not perfectly competitive. 
 There are many reasons for this.  First off, there are significant financial and legal barriers 
to entry for healthcare firms.  This leads to monopolistic situations in which one actor (i.e. a 
dominant health system or insurer) is able to completely control the market and keep others out.  
This is dangerous because that one actor possesses the power to set prices resistant to consumer 
influence.  Product homogeneity does not exist, as the services of one physician or the insurance 
plan offered by one insurer are not identical; furthermore, the health outcomes that result from 
consuming medical care are not entirely predictable and can vary widely.  Since quality measures 
 Paul Belien, “Healthcare Systems: A New European Model?,” PharmacoEconomics 18, no. 1 (Decem59 -
ber 1, 2000): 85–93, https://doi.org/10.2165/00019053-200018001-00011.
 Ari Mwachofi and Assaf F. Al-Assaf, “Health Care Market Deviations from the Ideal Market,” Sultan Qa60 -
boos University Medical Journal 11, no. 3 (August 2011): 328–37.
 R. D. Scott, S. L. Solomon, and J. E. McGowan, “Applying Economic Principles to Health Care.,” 61
Emerging Infectious Diseases 7, no. 2 (2001): 282–85.
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and prices are typically not made transparent by providers, and since there is massive informa-
tion asymmetry between the physician and patient (physicians are trained medical professionals), 
patients typically end up following whatever their doctor recommends.  This cultivates physi-
cian-induced demand as the physician is the one determining demand for services (by caring for 
the patient) and the one supplying those services.  This occurrence is exacerbated in situations of 
extreme stress such as you or a loved one getting injured in a car accident; in these situations, 
rational decision-making tends to break down and consumers are unable to make a judgment.  
Along this thought, demand for healthcare is largely uncertain:  When shopping for insurance, it 
is impossible to completely predict the amount of care you will need whether it’s due to an acci-
dent, unexpected diagnosis, or an emergency condition.  Price discrimination is common in that 
providers often charge different prices for the same service depending on one’s insurance and 
income.  Health is not a marketable product, and because the market for healthcare is dependent 
on the market for health, this non-marketability reduces the power of market forces to accurately 
set equilibrium prices and quantities .  Lastly, insurers act as third-party payers on behalf of pa62 -
tients which shields consumers from feeling the brunt of costs, and the market lacks a market 
price as there is no complete way of calculating the value of the resources used .  All of these 63
conditions, and more, are what prevents healthcare from functioning in perfect competition. 
 Let’s use a practical example to study the implications of imperfect competition on real-
world healthcare.  Currently, when consumers choose a health insurance plan, whether it be the 
one offered by their employer or one on the ACA exchanges, they must evaluate their options 
 Mwachofi and Al-Assaf, “Health Care Market Deviations from the Ideal Market.”62
 Scott, Solomon, and McGowan, “Applying Economic Principles to Health Care.”63
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based on a variety of complicated and hard-to-understand dimensions including cost-sharing and 
network providers.  The difficulty of this is enhanced when considering that this information is 
not easily accessible nor consistently communicated, making the comparison of plans more 
complicated.  These difficulties are exemplified by a landmark study which evidenced the major-
ity of individuals’ inability to select the most financially beneficial plan from a menu of options.  
Choosing a health insurance plan can be confusing and overwhelming, and this complexity and 
unpleasantness results in a feeling of ‘inertia’ for many consumers:  Many never revisit their 
choice even as their needs and situation change, instead sticking with the plan they originally en-
rolled in and never becoming the savvy shopper the market requires.  In response to this, the 
New England Journal of Medicine recommends that rather than simplifying the presentation of 
insurance and focusing on education at the time of enrollment, plans themselves should be made 
simple enough so that they are able to be easily understood.  If firms offered the same set of sim-
ple products, then consumers would be able to compare their options side-by-side, allowing for 
increased consumer participation and increased pressure for insurers to compete on important 
markers such as price and quality . 64
 Because of market imperfections, consumer sovereignty in healthcare has been called 
into question.  For healthcare consumers to choose high quality healthcare products at low prices, 
and for healthcare firms to compete in developing and marketing these products, they must be 
able, motivated, and have the opportunity.  On the consumer side, patients lack the necessary 
medical knowledge to make informed decisions (ability), lack the confidence and certainty in 
making these decisions and instead heed to their physician’s recommendations (motivation), and 
 George Loewenstein and Saurabh Bhargava, “The Simple Case Against Health Insurance Complexity,” 64
NEJM Catalyst, 2016, https://doi.org/10.1056/CAT.16.0771.
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lack the proper information needed to compare options and make a decision (opportunity).  The 
same goes for healthcare organizations and suppliers .  Without these three components, con65 -
sumer sovereignty - and the influence to put pressure on prices and quality - theoretically disap-
pears, and along with it the benefits of competition in healthcare.  Now armed with a basic un-
derstanding of the fundamentals of consumer-directed healthcare and its theoretical underpin-
nings, let’s now turn to how a country’s framework for healthcare affects the physician-patient 
relationship in principle and in practice. 
Section III - The Impact of Payment Systems on the Physician-Patient Relationship 
To explore this, a comparative analysis is needed to study the different types of healthcare 
payment systems and their impact on the physician-patient relationship.  As research concerning 
this interaction is scarce, the four determining factors isolated earlier (time spent with physician, 
continuity of care, physician satisfaction, and patient satisfaction) will be used as a proxy to 
measure the systems’ impact.  While countless variations of payment systems exist in the world 
today, I’ve decided to focus our discussion on consumer-driven healthcare, how it compares to 
the current system in the United States today, and how it compares to its most common opponent 
- single-payer. 
 Let’s work backward and start with single-payer.  While a consistent definition of single-
payer is lacking due to its common conflation with other universal coverage structures, it can 
generally be defined as the concentrated financing of healthcare from a single revenue source - 
 M. Joseph Sirgy, Dong-Jin Lee, and Grace B. Yu, “Consumer Sovereignty in Healthcare: Fact or Fic65 -
tion?,” Journal of Business Ethics 101, no. 3 (2011): 459–74.
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the government - with either complete or near-complete elimination of private insurance .  Ad66 -
vocates argue that this model is advantageous in that it drastically reduces administrative costs 
and makes healthcare available and affordable for all individuals .  Recently, the push towards 67
instituting the United States’ own single-payer system has been renewed, reinvigorated, and giv-
en a new face in the form of Medicare for All.  The accompanying legislation has been the source 
of much debate both within Congress and within the populace; with its sudden relevance to the 
United States, I thought it to be a fitting and pertinent subject for this analysis, especially consid-
ering it is the antithesis of this paper’s primary focus on consumer-driven healthcare.  While qua-
si-single-payer exists in a multitude of countries, the most true-to-definition system is found in 
Canada, which will serve as the source of much of the coming data on how single-payer has af-
fected the physician-patient relationship to date and its potential implications if enacted within 
the United States. 
 As stated before, the reduction of administrative costs is one of the main selling points for 
single-payer; for the purposes of this paper, I want to look at how this affects the time physicians 
are able to spend with their patients.  When physicians face heavy administrative burden, they 
inevitably are forced to spend a greater portion of their day completing paperwork and other reg-
ulatory tasks, thereby cutting down on how much time they can truly engage with their patients. 
 Physician practices in the United States currently spend $31 billion each year interfacing 
with health plans, while the administrative costs alone for hospitals consume 25.3% of their total 
expenditures.  On a per-capita basis, practices in Canada spend 27% less per physician per year 
 Sherry Glied, “Single Payer as a Financing Mechanism,” Journal of Health Politics, Policy and Law 34, 66
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interacting with payer(s) .  Another measure used to estimate the financial impact of administra68 -
tive burden - known as billing and insurance-related (BIR) costs - considers specifically the vari-
ation in eligibility requirements and reimbursement procedures between payers.  On the provider 
side, these costs could take multiple forms including obtaining prior authorizations and filing 
claims.  A 2014 study found that $375 billion, or 80%, of annual BIR costs in the United States 
constitute spending beyond what would be required in a single-payer system; this additional 
spending is henceforth referred to as ‘added BIR’.  While the brunt of this is shouldered by the 
insurance industry, added BIR in physician practices still totals $49 billion annually.  The study 
continues on to say that BIR obligations for insurers often require additional coding by physi-
cians beyond what is needed for clinical documentation; these requirements consume up to 2.3% 
of physician revenue .  Not to mention, the mere cost of the time physicians spend interacting 69
with health plans is estimated to be $23-31 billion a year.  Insurers aren’t the only ones investing 
valuable time, money and resources into BIR, it’s having a tangible impact on physicians as 
well . 70
 But how does these financial costs translate into actual time lost with patients?  Clearly, if 
there’s a cost to the time that physicians spend doing administrative work, it means that physi-
cians could have spent that time doing something else more productive (i.e. practicing medicine), 
 Dante Morra et al., “US Physician Practices Versus Canadians: Spending Nearly Four Times As Much 68
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but what is the full scope of this cause-and-effect relationship between administrative burden and 
physicians’ time?  To circle back to our previous studies, the total time spent by physicians in 
Canada interacting with payer(s) is 2.2 hours/week.  In the US, that number is 3.4 hours/week.  
Most of this difference results from US doctors spending an hour per week obtaining prior autho-
rizations, a monotonous and time-consuming task that would be absent if the United States were 
to adopt a single-payer system .  Furthermore, the average BIR processing time is 13 minutes 71
for a primary care visit, 32 for an ED visit, and 73 for a general inpatient stay .  Granted, physi72 -
cian time is not the only measure and/or component of administrative burden.  The hiring of ad-
ditional staff is often necessitated to handle administrative work, while other healthcare person-
nel experience changes in their schedule as well due to these types of responsibilities; however, 
these effects are not pertinent to this paper’s focus on the physician-patient relationship.  While 
physicians in the US interact with many different health plans that offer different policies, differ-
ent formularies, and different requirements for prior authorizations, billing, and claims (all of 
which drastically increase the amount of time physicians spend on BIR), physicians in Canada 
and other single-payer countries deal with the same one payer which offers the same one prod-
uct.  This fundamental consolidation of payers allows physicians to spend less time navigating 
administrative complexity and more time seeing patients. 
 However, administrative burden is not the only important variable to consider when as-
sessing whether physicians are spending enough time with their patients.  Reducing that burden 
may clear one obstacle but another still remains:  The need to maximize the number of patients a 
 Morra et al., “US Physician Practices Versus Canadians.”71
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physician sees in a day.  Elementary math would tell us that the more you split something, the 
less each participant gets; it’s the same way with doctors’ schedules.  The more appointments on 
a doctor’s schedule, the less time they are able to spend with each patient.  Therefore, even if 
physicians aren’t having to spend hours filling out paperwork and managing red tape, there’s no 
guarantee that increase in time is going towards strengthening the physician-patient relationship, 
especially if physicians’ schedules are so overbooked that they’re obligated to run from exam 
room to exam room. 
 To show the effects of heavy patient caseloads, let’s take a look at the United Kingdom.  
It is important to note that the United Kingdom practices socialized, single-payer medicine -- dif-
ferent from the system found in Canada and different from the one advocated for in the United 
States.  However, I think it can be an important example of what can happen when physicians see 
too high a number of patients per clinical day.  According to a survey of over 1,500 UK general 
practitioners (GPs), full-time family doctors see an average of 41 patients a day.  One in ten see 
60 patients or more a day.  For reference, the safe limit is often quoted to be 30 .  While this ob73 -
viously hinders the physician-patient relationship by cutting down on the time physicians can 
spend with patients, the repercussions have extended to affect other determinants of the relation-
ship as well.  Accused of “hemorrhaging family doctors”, the United Kingdom faces a severe 
provider shortage as job dissatisfaction continues to rise.  A quarter of all British GPs now wish 
to quit and more than ⅔ describe their professional morale as fairly low or very low .  Perhaps 74
 “Revealed: 11-Hour Days, 41 Daily Contacts and Half of GPs Working Unsafe Levels,” Pulse, May 73
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more foreboding for the future, this feeling seems to be felt more by the younger generations of 
doctors - with 45.5% of the ones who quit between 2009-2014 under the age of 50.  It has been 
stated that organizational changes to the National Health Service (or NHS, the governmental 
body of the United Kingdom’s healthcare system) have led to an increase in administrative tasks, 
a lack of time spent with patients, diminished job satisfaction and professional autonomy, and a 
workload that has fundamentally changed the doctor-patient relationship by compromising doc-
tors’ ability to perform patient-centered care .  All of these problems are likely related in part to 75
widespread NHS underfunding.  Government funding has not kept pace with the country’s in-
creasing demand for healthcare , creating a cycle in which doctors have to see more patients, 76
which leads to more doctors leaving the workforce, thereby exacerbating this provider shortage.  
When physicians are forced to accommodate high numbers of patients, the physician-patient re-
lationship suffers as a result. 
Looking away from the United Kingdom, what causes physicians in fee-for-service coun-
tries like Canada and the United States to have to see so many patients?  The root issue is often 
underpayment.  As physicians are reimbursed less, they make up for it by either seeing more pa-
tients or by shifting their payer mix to better-paying patients - both of which carry significant 
consequences for the physician-patient relationship.  Having to see more patients limits the 
amount of time physicians can spend with each patient, while a shift in payer mix is associated 
with other concerns.  If practices elect to see more of a certain group of patients (ex. The ones 
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with good insurance), then inevitably the patients who are not seen face severe access issues, 
preventing them from having any kind of a relationship with their primary care physician.  Pri-
vately-insured patients in practices or hospitals that do not adjust their payer mix may fall victim 
to ‘cost sharing’, healthcare’s version of price discrimination in which providers charge insured 
patients more to compensate for the loss incurred from providing care to the uninsured . 77
Underpayment for physician services is already a problem in the United States, as Med-
icaid and Medicare reimburse providers at significantly lower rates than the private sector .  78
Medicaid reimbursement is by far the lowest, on average paying 72% of what Medicare pays .  79
Furthermore, hospitals only end up receiving 87 cents for every dollar they spent on Medicaid 
and Medicare patients .  Because of this, providers often discriminate which patients to accept 80
based on their insurer.  Only half of physicians accept new Medicaid patients, compared to more 
than 70% for privately-insured or Medicare patients.  Inadequate reimbursement is the most fre-
quently-cited reason for limiting Medicaid patients (84%); however, 70% also cite concerns 
about paperwork and 65% cite concerns about billing delays.  One study found that the length of 
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time for reimbursement adversely affects physician participation in Medicaid .  Inefficiencies 81
within existing government healthcare have discouraged many physicians from participating; if 
single-payer were to be enacted within the United States, these inefficiencies are unlikely to go 
away. 
Currently, the United States’ mixed public-private system allows many providers to make 
up for underpayment from government healthcare by seeing more private patients; the under-
payment from Medicaid and Medicare ‘balances out’ with the high reimbursement rates from 
private insurers.  However, single-payer proposals in the United States like Medicare-for-All 
threaten to take away this windfall by eliminating private insurance.  This would turn underpay-
ment into a serious problem as government reimbursement would be the only form of income for 
physicians.  Not to mention, under single-payer systems offering universal coverage, everyone 
gains access to healthcare, which in turn reduces access as providers face a large influx of new 
patients.  Based on data from other countries and experiences with existing government-run 
healthcare, the introduction of a single-payer system could force providers into accommodating a 
significantly higher volume of patients -- which would subsequently limit the amount of time 
physicians are able to spend with each one. 
 With reviews on single-payer being mixed, let’s turn our attention to how the current sys-
tem in the United States has fared.  Already, some of the statistics mentioned previously 
throughout our discussion on single-payer have shed some light on the merits of a mixed, multi-
payer system, but I’d like to tune in our analysis to study specifically at how the convoluted 
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American system has impacted the state of the physician-patient relationship.  First, let’s look at 
the framework of such a system and its implications before turning to how the relationship has 
evolved since implementation of the Patient Protection and Affordable Care Act. 
 Let’s start with a history of managed care.  Kickstarted in the early 1970s, managed care 
essentially describes a number of arrangements in which the cost of medical care is ‘managed’ by 
controlling which providers patients can go to receive care.  Behind the scenes, this is done 
through an arrangement between insurers and providers stipulating that insurers will send their 
enrollees to specific physicians in exchange for a cut in prices by the physician.  This often re-
sults in lower premiums but less choice for the enrollee.  However, even more problematic for 
the physician-patient relationship is the underlying structure of managed care.  Regardless of 
whether the physician is receiving a flat reimbursement per patient (capitated) or is paid via a 
discounted fee-for-service agreement (non-capitated), the incentive is still for physicians to limit 
the amount of time they spend with each patient . 82
 Continuity also serves as a major determinant of the physician-patient relationship, and 
unfortunately, the current system is not privy to protecting this quintessential component of care.  
Nearly half of Americans receive health insurance from their employer , and many of these 83
plans are characterized by their provider network, a list of practices that enrollees can go to for 
care.  But what happens when you as a patient are forced off your network and your old physi-
cian is no longer a part of your new network?  This can happen for two reasons:  One being you 
change jobs and subsequently lose access to your old plan, and the other being that your employ-
 Dugdale, Epstein, and Pantilat, “Time and the Patient–Physician Relationship.”82
 “Health Insurance Coverage of the Total Population” (Kaiser Family Foundation, 2018), https://www.kf83 -
f.org/other/state-indicator/total-population/.
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er changes insurance plans for financial or other reasons.  This churn isn’t an uncommon occur-
rence either, as evidenced by a study in Michigan.  Only 72% of those who had employer-spon-
sored insurance in 2014 were continuously enrolled in the same plan over the following year.  
Furthermore, churn affects those fluctuating between Medicaid, subsidized private insurance, 
employment-based coverage, and a loss in eligibility for all three.  That same study reported 30% 
of all Medicaid recipients in Michigan experienced at least a stint of losing insurance over that 
same period .  Churn disrupts continuity of care by shifting enrollees to a new network of par84 -
ticipating providers, and provision of health insurance based on your place of work has con-
tributed to this failure to maintain continuous coverage. 
 While both managed care and provider networks have been staples of the American sys-
tem for quite some time, what has been the effect of some of the recent implementations in 
healthcare, namely the Affordable Care Act (ACA)?  Perhaps the most noticeable impact of the 
2010 legislation, known colloquially as Obamacare, has been its effect on the number of insurers 
in the market.  Since its enactment, three of the nation’s largest insurers (Aetna, UnitedHealth, 
and Humana) have all withdrawn to some significant extent from the ACA exchanges.  All three 
attribute their decision to losing money due to the high cost of providing care to a large and ex-
pensive risk pool; other factors likely also played a role, including uncertainties over Medicaid 
expansion, cost-sharing subsidies, and the future of the legislation itself .  Whenever large in85 -
surers like these drop out of the exchanges, their enrollees (those who enrolled through the ex-
 Elizabeth Austic et al., “INSURANCE CHURNING” (University of Michigan, November 2016), https://84
poverty.umich.edu/research-publications/policy-briefs/insurance-churning/.
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changes) are forced to find a new insurer and therefore a new network, adversely affecting conti-
nuity of care .  The ACA has had other impacts on churn as well, specifically for low-income 86
individuals.  One estimate asserts that the 29.4 million people who will change coverage systems 
as a result of the ACA make up 31% of all persons who will either receive Medicaid or exchange 
subsidies during any given year .  To this same effect, other research asserts that the current fo87 -
cus on increasing access has come at the cost of relational continuity (predicated upon informal 
conversations and interpersonal trust) as this increase in access has made it more difficult for pa-
tients to see the same doctor . 88
 Predating the Affordable Care Act by just a year, the American Recovery and Reinvest-
ment Act has also had significant, underlying implications on the physician-patient relationship.  
In it, then-President Obama issued a mandate to healthcare providers to adopt a government-ap-
proved EHR system or risk not qualifying for full reimbursement from Medicaid and Medicare .  89
Obviously not wanting to lose their bottom line, practices and providers adopted EHRs, and the 
response from the majority of physicians has been overwhelmingly negative.  Nearly half (49%) 
of office-based primary care providers report that using an EHR detracts from their clinical ef-
fectiveness, with 69% agreeing that using an EHR takes valuable time away from patients and 
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74% saying that using an EHR has increased the total number of hours worked on a daily basis.  
On average, patients receive 31 minutes of care - 19 of which are spent in the EHR - making 
62% of the time being devoted to each patient instead being devoted to data storage and billing/
revenue (the primary purposes of EHRs, according to primary care providers).  Because of this, 7 
out of 10 physicians agree that EHRs greatly contribute to physician burnout while 54% say that 
using an EHR detracts from their professional satisfaction .  Combine this with the effects of the 90
Affordable Care Act, which has been accused of raising system-wide administrative costs for 
private insurance (factoring in necessary government expenditures) , and recent government 91
legislation has increased the amount of administrative burden and regulatory work felt by physi-
cians, thereby adversely affecting the amount of time they are able to spend with their patients, 
their professional level of job satisfaction, and the physician-patient relationship. 
 Now that we’ve analyzed one end of the spectrum as well as the middle ground, let’s fi-
nally turn our attention to the other end:  A healthcare system based on consumer choice.  In this 
system, individuals would be empowered with the tools they need to acquire the health insurance 
plan that best fits their needs, whether that be a traditional plan with a broad network, a managed 
care plan, a short-term plan, a high-deductible plan with a health savings account, or a direct 
primary care subscription.  A system that offers a wide variety of robust options like these incen-
tivizes consumers to shop around and get the coverage that’s right for them.  If you’re a healthy 
young adult, you might not want to be locked into paying a high premium every month for 
 “How Doctors Feel About Electronic Health Records: National Physician Poll by The Harris Poll” (Stan90 -
ford Medicine, 2018).
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healthcare you’re not even utilizing, so you might instead opt for a catastrophic care plan.  Or if 
you’re searching for a plan to fit your family’s diverse healthcare needs, a traditional or managed 
care plan might be more better-suited.  Rather than a one-size-fits-all approach, a system predi-
cated upon consumer choice forces the market to offer a slate of different options that work for 
you. 
 While such a system may seem conducive to producing high levels of patient satisfaction 
as individuals are able to shop around until they get what they want, it also increases the number 
of payers that doctors must interact with.  As evidenced by the research on the two previously-
discussed healthcare systems (single-payer and mixed public-private), anytime physicians are 
required to learn multiple billing procedures and protocols, administrative costs often rise as a 
result.  According to a source cited earlier, as much as 80% of BIR costs are attributed to the 
presence of multiple payers .  In addition, private plans in particular often have much higher 92
administrative costs than their public counterparts.  A 2017 study from the Annals of Internal 
Medicine found that private insurance spends 12.2% of all health care expenditures on adminis-
trative costs.  This same statistic measures 2% for traditional Medicare plans compared to 12.3% 
for Medicare Advantage (Medicare’s privately-administered alternative) and 10.6% for Medicaid 
(most Medicaid recipients are now on private managed care plans) .  As shown before, adminis93 -
trative burden seems to foreshadow deterioration of the physician-patient relationship. 
 Jiwani et al., “Billing and Insurance-Related Administrative Costs in United States’ Health Care.”92
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 However, international case studies seem to indicate that it is possible to have low admin-
istrative costs without sacrificing consumer choice.  Switzerland, for example, has managed to 
achieve universal coverage of its populace (with 99.5% of citizens having health insurance) 
through an entirely privatized system.  Under the Swiss system, purchasing health insurance is an 
individual responsibility, as there are no government-run programs or employer-based coverage.  
Instead, low-income persons have their insurance subsidized by the government based on in-
come.  Because there exists approximately 100 different private insurance companies each with 
their own unique plans, insurers must compete on price, quality, and the type of plan they offer .  94
Despite this, the Swiss have some of the lowest administrative expenditures among developed 
countries, coming in at 4.3% of total health expenditures .  Some of the success stories from our 95
counterparts around the globe suggest that low administrative burden and a strong listing of op-
tions for one’s health insurance are not mutually exclusive. 
 Despite nearly 100 different options to choose from, nearly half (42%) of Swiss citizens 
elected to enroll in a high-deductible plan .  In Singapore, another country widely praised for its 96
consumer-based system, citizens are forced to pay into a health savings account that is used for 
most routine care, while a separate high-deductible plan pays for catastrophic care .  Granted, 97
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these two are relatively small, wealthy countries, making private plans and health savings much 
more approachable; in contrast, the United States has a large, economically diverse population 
that has proven incapable of putting money into savings.  Comparisons between any nation and 
the United States is difficult for this reason:  The United States is just so unique.  Nevertheless, 
this does not change the fact that in private, consumer choice-centered systems around the world, 
consumer-driven healthcare is a major component of how many citizens finance their medical 
care.  For the remainder of this comparative discussion, let’s look at this model - consumer-dri-
ven healthcare - and how it influences the physician-patient relationship. 
Starting with this determinant of quality time, DPC physicians are often able to invest 
much more time and attention to each of their patients.  The reason behind this is simple:  DPC 
practices are typically much smaller than the average traditional practice.  For example, Qliance 
(a collection of local DPC practices based in Seattle, Washington) practitioners carry an average 
panel of approximately 800 patients - a half to a third of the size of a typical patient panel .  By 98
caring for a smaller number of patients, DPC providers do not have to pack more and more ap-
pointments into a day to meet their bottom-line .  The average Qliance practitioner sees about 99
ten patients, handles three to ten phone calls, and interacts with one to five patients via email in a 
typical day.  This high level of communication and interaction translates into a stronger and more 
substantive relationship that goes far beyond the ‘business’ partnership that we have come to ex-
pect from our trips to the doctor’s office.  In addition, because of these smaller patient panels, 
 “A Direct Primary Care Medical Home: The Qliance Experience | Health Affairs,” accessed March 6, 98
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Qliance and other DPC practices are able to offer same-day primary care appointments in addi-
tion to around-the-clock access to their physician, thereby eliminating wait times, improving ac-
cess, and enhancing the patient experience . 100
On the other side of the relationship, it has been said that DPC has the potential to attract 
physicians into primary care by offering an income comparable to that of a traditional practice.  
DPC has been associated with many different markers of physician satisfaction, including in-
creased autonomy (no prior authorizations), increased opportunity to care directly for patients, 
and a competitive income.  In 2008, the average family practice medical revenue per physician 
was $621,338; divided by the average active panel size, the annual revenue generated per patient 
was approximately $276.  Using $60 as the baseline for an average DPC monthly fee, the annual 
gross revenue per patient in a DPC practice is $720 - 2.6 times the family practice average.  DPC 
can generate the same annual revenue per provider as a traditional practice with just 863 patients, 
or 38 percent of an average panel.  Apart from the expenses all practices face (taxes, supplies, 
etc.), this discrepancy is due to DPC’s significantly lower cost of overhead that is the result of 
eliminating insurance reimbursement, automating monthly billing processes, and reducing ad-
ministrative staff to the minimum needed to manage the smaller panel .  One study found that 101
simply by eliminating interactions with insurers, DPC practices can reduce overhead by more 
than 40%.  This clears up significant time for physicians to spend with patients as opposed to 
completing paperwork for billing.  Research claims that physicians realize three major benefits 
from the implementation of DPC:  1) Increased availability, 2) More time to spend with patients, 
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and 3) Lower overhead.  All three of these contribute to physicians interacting with their patients 
more often, more consistently, and for longer periods of time . 102
On the patient side, consumer-driven healthcare positively affects the physician-patient 
relationship by incentivizing consumers to choose a provider that is the best fit for them.  The 
principle through which patient choice theoretically brings about competition amongst providers 
is one of ‘voting with your feet’:  Patients looking to maximize the value of their healthcare will 
compare the prices and quality of different providers before ultimately choosing the one that 
suits their preferences and needs .  Patient involvement in this process keeps both parties en103 -
gaged and enhances the working relationship.  It is important to bring up the market failures dis-
cussed earlier and how they are potentially disruptive, particularly in regards to the unavailability 
of price and quality information. 
DPC may be able to combat some of these issues as it simplifies and streamlines the en-
rollment process.  Rather than comparing complicated premiums, deductibles, and copays, indi-
viduals looking to enroll in DPC only have to compare monthly membership fees.  Unlike tradi-
tional insurance which can feel like you’re in an arranged marriage with your physician, DPC is 
based on mutual selection by both patient and physician.  Because of this, the physician must en-
sure they are providing care at a high value or the patient will simply withdraw and enroll some-
place else since those barriers for switching are reduced under DPC.  For example, if a physician 
tries to maximize their time by limiting contact with their patients (perhaps by unnecessarily re-
 Eskew and Klink, “Direct Primary Care.”102
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ferring out), then patients will likely feel as if they are not getting adequate value from their 
monthly fee and will subsequently end the relationship. 
Not only does perception of value result in higher patient satisfaction, but shopping 
around and consumer choice also promote continuity of care, as DPC is based on patients choos-
ing the best physician for them and then seeing that physician every time they access primary 
care .  However, the opposite effect may occur for low-income individuals - unable to afford 104
the monthly subscription fee or other out-of-pocket costs - as they instead lose access to their 
physician.  The next section will address real world implications like this one as part of a greater 
discussion on how consumer-driven healthcare has fared since implementation. 
SECTION IV:  Evaluating the Success of Consumer-Directed Healthcare 
 Now that the theory behind how consumer-driven healthcare is supposed to benefit the 
physician-patient relationship has been studied, let’s see if they’ve actually done that, starting 
with the data on CDHPs. 
According to the National Center for Health Statistics at the Centers for Disease Control 
and Prevention, 45.8% of privately-insured persons under the age of 65 are enrolled in a HDHP; 
of this 45.8%, 20.4% have an HSA in addition to their HDHP (2018).  Overall enrollment in 
HDHPs has increased significantly over the last decade - from 25.3% in 2010 to 45.8% in 2018 - 
but the most remarkable and noteworthy change has been the drastic increase in the latter catego-
ry.  The percentage of those engaged in true consumer-directed healthcare (i.e. Those with a 
 Philip Eskew, “In Defense of Direct Primary Care,” Family Practice Management 23, no. 5 (October 104
2016): 12–14.
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HDHP and a HSA) has nearly tripled since 2010 (7.7%); this growth has continued into recent 
years as well, with a 2.2% increase from 2017-2018 . 105
 Looking specifically at the employment-based market of private insurance, among adults 
aged 18-64, the percentage of those enrolled in a traditional plan decreased from 85.1% in 2007 
to 56.6% in 2017, while the percentage enrolled in an HDHP with an HSA increased from 4.2% 
to 18.9% over that same period.  Employment-based coverage is an important sector to study, as 
it’s the source of insurance for the majority (60%) of adults and has experienced faster growth in 
regards to HDHP enrollment than those who directly purchased coverage .  In the individual 106
market, HDHPs are the dominant plan, representing over four-fifths of plans offered on the Af-
fordable Care Act exchanges .  Approximately 55% of HSA-eligible plan enrollees reported 107
HSA contributions to the IRS in 2004, with the average deduction for these contributions equal-
ing around $2,100.  Roughly two-thirds of employers offering these types of plans contributed to 
their employees’ HSAs . 108
 CDHPs have been effective in reducing both overall healthcare spending as well as indi-
vidual spending.  While little research exists on the long-term fiscal impact of CDHPs, reduced 
spending has been observed for individuals in firms offering CDHPs in all three years post-offer.  
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This reduction has been attributed to decreased spending on outpatient care and pharmaceuticals, 
with no evidence that emergency department or inpatient care spending has increased either .  109
Another study concluded that switching to a CDHP reduced annual outpatient spending by over 
$200 . 110
 Perhaps the biggest question mark for CDHPs is whether greater cost exposure has led to 
more effective care utilization, a sense of greater value, and increased consumer satisfaction.  In 
other words, have CDHPs incentivized consumers to ‘shop around’ for their care?  While CDHPs 
have succeeded in driving down medical spending for patients, research seems to indicate that 
this reduction is due to reduced utilization of services  rather than consistent price shopping.  111
While one study did suggest that enrollment in HDHPs has a positive effect on price shopping 
for laboratory tests (as demonstrated by a 12.8% reduction in price), there was no such evidence 
for physician office visits.  The study’s authors attribute this discrepancy to several reasons, in-
cluding variance in physician quality, reluctance to change physicians, lesser price dispersion for 
physician office visits, and perhaps most importantly, the lack of standardized and systematized 
information on physician prices and quality.  However, patients in HDHPs may still experience 
lower costs, not because of price shopping, but because of physicians further lowering their ne-
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gotiated prices to offset the higher price sensitivity of HDHP patients and to retain their market 
share . 112
 A separate analysis reached a similar conclusion.  Using surveys from a large employer 
and comparing the data across those enrolled in a high-deductible CDHP, a low-deductible 
CDHP, and a PPO, one body of work studied employees’ information use and cost-saving utiliza-
tion decisions.  Less than half of employees reported using cost information, and an even smaller 
minority reported comparing the quality of providers.  Of these minorities, enrollees in the low-
deductible CDHP were the most likely to access and use information in making their healthcare 
decisions, although PPO enrollees were as likely to compare prescription drug prices.  Further-
more, only a small percentage of employees not using cost and quality information in 2003 start-
ed doing so in 2004 (the year CDHPs originated).  This indicates that the implementation of 
CDHPs did not have a significant effect on the willingness of enrollees to utilize healthcare in-
formation.  However, those employees enrolled in CDHPs were statistically more likely to have 
initiated cost information use in 2004, showing that those wanting to use information did so 
strongest shortly after enrollment .  Various focus groups echoed these general findings, with 113
few HSA-eligible enrollees reporting that they researched the cost of care before obtaining it, 
despite many reports of researching the cost of prescription drugs.  Participant-listed reasons for 
their low levels of information use included:  General discomfort with asking their physician 
 Xinke Zhang et al., “Does Enrollment in High‐Deductible Health Plans Encourage Price Shopping?,” 112
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about prices, physicians not always knowing the cost of their services (usually handled by a 
billing office), and limited reporting of key quality measures such as volume and outcomes . 114
 The article also showed that high-deductible employees were significantly more likely to 
engage in risky cost-saving behavior, such as not going to the doctor when they think they 
should, and only slightly more likely to make appropriate cost-saving decisions, such as opting 
for a less-expensive diagnostic test.  This imbalance in cost-consciousness among CDHP en-
rollees manifests itself in fewer physician visits and less frequent pharmacy use but higher hospi-
tal admission rates.  These findings showing HDHP enrollees not using available information 
even to make the simplest cost-saving decisions suggest that enrollees will be unwilling to com-
prehensively shop between providers and support the prior source’s conclusion that CDHPs do 
not result in price shopping for office visits .  However, a separate survey paints a different pic115 -
ture, showing HDHP enrollees to be more involved than traditional enrollees.  More than one-
third (39%) of HDHP enrollees attempted to utilize cost information prior to receiving care, 
compared to 25% of traditional plan enrollees, and they were also more likely to engage in cost-
conscious behaviors, including checking whether their care would be covered (55% vs. 41%), 
checking the quality rating of a provider (41% vs. 33%), and conversing with their doctor about 
alternative treatment options and costs (37% vs. 31%) .  While ‘price shopping’ may be a bit of 116
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a stretch, recent data does seem to corroborate that CDHP consumers do access information and 
use it to make rational decisions (to differing extents), thereby validating the need for further re-
search to evaluate the claim that consumer-driven healthcare yields higher value for consumers. 
 Zooming out and setting aside this determinant of value, what about general enrollee sat-
isfaction within CDHPs?  Unfortunately, that doesn’t bode well for the model either.  Current 
levels of enrollee satisfaction are significantly lower for CDHPs (46%) and standalone HDHPs 
(37%) than traditional plans (61%).  On the other side, very few traditional plan enrollees were 
dissatisfied with their plan, as opposed to 16% of CDHP and 22% of HDHP enrollees.  Satisfac-
tion markers are fairly consistent across plan type for quality of care received, ability to schedule 
an appointment, and choice of physicians, with HDHP satisfaction lagging slightly behind both 
CDHP and traditional.  It is worth pointing out that traditional plans and CDHPs cover similar 
medical care services, including preventive care, and use similar provider networks .  While 117
one would think that enrollees in a consumer-driven plan would have increased choice of physi-
cian, the continued reliance on provider networks says otherwise.  Interestingly, among HDHP 
enrollees, satisfaction with ease of getting a doctor appointment fell from 63 percent in 2013 to 
54 percent in 2014.  Ignoring this outlier, it seems then that the primary differentiator is out-of-
pocket costs, with 48% of traditional enrollees, 26% of CDHP enrollees, and 19% of HDHP en-
rollees satisfied.  Overall, these rankings are consistent with the percentage of enrollees likely to 
stay with their current health plan if given the chance to change (traditional - 65%, CDHP - 50%, 
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HDHP - 41%) .  Seeing as continuity of health plan is a major determinant of continuity of 118
care, it is worth noting that regardless of plan type, neither patient satisfaction nor consumer en-
gagement increases when participants stay in their health plan for a long time .  Perhaps the 119
silver lining for CDHP advocates is that overall satisfaction rates have been trending upward for 
CDHP and downward for traditional plans; if these trends were to continue, maybe one day, 
CDHP enrollees will find themselves more satisfied, but today, that is not the case . 120
 The relationship between CDHPs and primary and preventive care is also worth studying.  
CDHPs are designed to exempt the cost of preventive care from the HDHP’s deductible to deter 
the negative impact of cost-sharing.  While at first, this may seem to increase the use of preven-
tive care amongst CDHP enrollees, many are unaware of this nuance and instead choose not to 
go at all rather than risk paying out-of-pocket.  In addition, with CDHP enrollees paying the full 
price for office visits (before reaching the deductible), and with these prices often being much 
higher under CDHPs than under other plans, CDHPs might have the adverse effect of decreasing 
the overall number of office visits, which could also result in less preventive screening and fewer 
referrals for preventive services .  In one systematic review, HDHPs were found to have an as121 -
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sociative effect with significant reductions in both preventive care and office visits .  The 122
physician-patient relationship suffers when patients aren’t coming in regularly to their physician.  
Another study showed reduced rates for a number of primary and preventive services -- doctor 
visits, hypertension screenings, flu vaccinations, mammograms -- for HDHP enrollees without a 
health savings account ; the lack of a designated savings account set apart for healthcare ex123 -
penses likely exacerbates this negative effect.  In a separate study examining true CDHPs, re-
searchers found little evidence connecting CDHPs with decreased cancer screenings up to three 
years post-offer .  In fact, further research has shown that - after care has been sought - CDHP 124
enrollees fare much better than traditional enrollees in a number of quality indicators.  Preventive 
exam use is 14.8% higher, and CDHP enrollees are approximately 10% more likely to follow and 
comply with treatment .  Referencing the first section, patient adherence has consistently been 125
a telltale sign for a robust physician-patient relationship, with improvement in quality of care be-
ing one of its most important after-effects. 
 However, these statistics could be skewed due to one very important confounding factor - 
unrelated discrepancies in participant health.  One report found that HRA enrollees generally 
spent less and used fewer health services than the PPO group prior to switching into the HRA, 
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suggesting the employees who opted for the HRA were already a healthier group .  Therefore, 126
surface-level comparisons between the two groups (in terms of economic savings and reductions 
in care) must ensure that any cost-consciousness associated with CDHPs is not conflated with 
selection bias into these types of plans based on health.  The existence of this bias does make 
sense, as CDHPs by design are better suited for healthier individuals:  CDHP enrollees incur 
higher annual costs than traditional enrollees for extensive use of care but for low to moderate 
use, costs are lower .  If HSA-eligible plans only yield financial benefits for low to moderate 127
use of care, then it is logical that those who utilize this amount of care would be the ones to place 
into them. 
 This is not the only inherent difference between the two groups though; not only are 
CDHP enrollees in better health, but they are also typically higher income and more educated .  128
In 2004, 51% of tax filers who reported contributing to an HSA that year had an adjusted gross 
income exceeding $75,000, compared to 18% of all tax filers under 65 years of age .  In the 129
employment-based market, income and education had slight downward effects on enrollment in 
traditional plans, but their most substantive effect by far was on enrollment in HDHPs with 
HSAs.  CDHP enrollment increased from 7.9% among those with incomes below 138% of the 
federal poverty level to 22% among those with incomes greater than 400%; enrollment also in-
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creased from 10.7% among those with less than a high school education to 23.9% among those 
with a bachelor’s degree or higher .  Clearly, socioeconomic factors play a role in determining 130
who has CDHPs and who doesn’t. 
 Unfortunately, not everyone has a choice in their healthcare plan while others may be led 
astray, leading to individuals being enrolled in plans that are not the best fit for them.  When this 
happens, these three distributing factors (health, income, education) not only affect initial en-
rollment but also impact care utilization and access.  Perhaps the most evident example of this is 
foregone care due to cost.  When patients forego care, the physician-patient relationship suffers - 
as a result of a combination of different factors discussed in Section I.  A relationship can’t thrive 
if one party isn’t seeing the other.  Unfortunately, a plethora of data seems to reveal that the 
framework of CDHPs is more conducive to enrollees avoiding or delaying care due to cost .  In 131
one survey, one-third of HDHP enrollees reported delaying care as opposed to 18% of traditional 
plan enrollees .  Furthermore, this effect is disproportionately felt by low income individuals or 132
individuals with chronic conditions.  Of CDHP enrollees, 40% of those with health problems and 
48% of those with an annual income of below $50,000 have delayed or avoided getting care due 
to cost, as compared to 21% and 26% of those enrolled in comprehensive plans .  This is a ma133 -
 Cohen and Zammitti, “High-Deductible Health Plan Enrollment Among Adults Aged 18–64 With Em130 -
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jor component of why general satisfaction and re-enrollment are high among CDHP enrollees yet 
they would not broadly recommend these plans for all consumers . 134
 While costs are a given in healthcare, the reason why foregone care is more common with 
CDHP enrollees - and the reason this occurrence is more profound in vulnerable populations - is 
because of the high out-of-pocket burden associated with HDHPs that traditional insurance does 
not have.  New enrollees within HDHPs experienced a mean marginal increase of $285 in out-of-
pocket costs within their first year of enrollment, relative to traditional plan enrollees.  For the 
low-income and chronic conditions subgroups, these out-of-pocket costs rose to $306 and $387.  
Defining financial burden as spending 3% or more of household income on out-of-pocket spend-
ing, the study found that the probability of experiencing financial burden increased 4.3% across 
the full HDHP sample, 8% for the chronic conditions subgroup, and 12.3% for the low-income 
subgroup . 135
 A separate report examined financial burden through the lens of employer-based coverage 
versus privately-purchased insurance.  It found that for HDHP enrollees that received insurance 
from their employer, they were more likely than those in traditional employer-sponsored plans to 
forgo or delay care and more likely to face problems paying their medical bills; for privately-in-
sured adults who directly purchased coverage, there were no significant differences in financial 
barriers between HDHPs and traditional plans.  In addition, the report found that incomes in the 
employment-based market between those with traditional plans and those with HDHPs were sim-
ilar, while the distribution was different for those who directly purchased their plans, with those 
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who purchased traditional plans generally earning a lower income than those who purchased a 
HDHP .  Putting these two together, the report’s findings make sense:  HDHP individuals in the 136
employer-based market have similar incomes yet face financial barriers, while HDHP individuals 
in the direct purchase market have higher incomes and an absence of barriers.  HDHPs require 
higher out-of-pocket spending than traditional plans which a higher income is able to support, 
allowing direct purchase individuals to not experience financial burden while those who receive 
employer-based coverage resort to risky cost-saving measures, such as foregoing care. 
 What about direct primary care?  As an even newer model, how has it been faring?  As of 
2015, researchers had identified a total of 141 DPC practices spanning 39 states.  The over-
whelming majority of practices (93.2%) had less than four providers at the time.  82% had price 
information available online and 53% self-described using the exact phrase “direct primary 
care”.  Averaging membership fees across this 53% (75 practices), the mean monthly cost to pa-
tients was $77.38 .  It does seem that the number of practices nationwide has increased sub137 -
stantially since 2015, growing to over 400 practices in 47 states . 138
 While most are too small or too young to be useful for research purposes, two practices 
have already made a name for themselves as the leaders in DPC:  Access Health Care and 
Qliance.  One article offers great insight into the inner workings of DPC by presenting Qliance as 
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a case study.  After launching in 2007, Qliance now reaches 25,000 patients in the Seattle area 
through five primary clinics .  The organization offers same-day primary care at a monthly age-139
adjusted rate of $44-$84 independent of health status and pre-existing conditions.  In addition to 
routine check-ups and appointments, Qliance also provides commonly-needed ancillary services 
- such as digital x-rays, electrocardiograms, and on-site lab tests - at no additional charge.  Many 
of Qliance’s enrollees have their DPC membership bundled with a low-premium, wraparound 
plan to cover non-primary care, claiming that individuals are able to save 35% or more on com-
prehensive care .  At Access Health Care, an unpublished study conducted by two North Car140 -
olina universities showed that Access’ patients spent 85% less out-of-pocket than other patients 
receiving the same level and amount of care at a traditional practice.  Separately, Qliance reports 
that its patients’ healthcare costs are nearly 20% lower than those of patients being cared for 
elsewhere.  The company’s analysis attributes this reduction in costs to fewer hospitalizations 
and emergency department visits .  Aside from the obvious financial benefits, this likely con141 -
tributes to higher levels of patient satisfaction as they avoid dreaded (and expensive) hospital vis-
its. 
 For many of the smaller DPC practices, membership relies on individual enrollment, but 
for larger groups such as Qliance, they receive the majority of their patients from contracts with 
large employers in which the employer (ex. Expedia) agrees to pay the practice’s membership fee 
as an employee benefit.  However, Qliance still has a substantial direct purchase base of its own, 
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with nearly a fifth (5,000) signing up and purchasing their own plan via the insurance ex-
changes . 142
 Based on internal data from both Qliance and Access Health Care, patients at these prac-
tices receive an average of 35 minutes with their physician per visit and average 4 visits each 
year, compared to an average of 8 minutes per visit and 2 visits each year under the traditional 
system .  Even ignoring the additional touch points between physicians and patients that occur 143
over email and phone, the amount of time physicians spend with the patients is significantly 
higher in a DPC practice than in a traditional setting.  One calculation estimates that DPC physi-
cians see their patients for an average of 140 minutes per year compared to 33 minutes by other 
primary care providers .  As stated repeatedly before, increased time spent together is the pri144 -
mary determinant of a strong physician-patient relationship, as it has a positive effect on both the 
physician and patient side. 
 For the two practices large enough and established enough to have collected quality out-
comes data, the data indicates that this measure of care seems to favor the model as well.  Inter-
nal reports show that Qliance patients have experienced a greater than 50% reduction in emer-
gency department visits, specialist visits, advanced radiologic testing, and surgical procedures 
than traditional practices; in fact, the only measure of utilization that went up for Qliance patients 
is the number of primary care visits .  Presumably, DPC offers a lot of value to its enrollees:  145
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Low costs, high quality, better preventive care, less secondary care, more time with their physi-
cian, and unlimited access.  All of these are associated with high levels of patient satisfaction.  
This satisfaction is evidenced in the data as well, with monthly renewal rates at Qliance averag-
ing 99%, on top of a patient base that is constantly growing by 5%-20% every month .  In 146
Washington - the state with the most experience with DPC - patient reports have been nothing 
but positive, with no patient complaints had been filed against any of the 33 practices - serving 
11,504 patients - since the model was first introduced in the state in 2007 .  These accounts 147
serve as a testament to patients’ perception of quality, value, and overall satisfaction under a DPC 
system.  While obviously individual value measures may differ between practices, the model it-
self incorporates this, as patients are able to take these differences into consideration as they 
compare practices before ultimately choosing the one that’s best for them. 
 Satisfaction isn’t just high on the patient end, but on the physician side as well.  Since its 
first clinic opened, there has been no turnover among the thirteen providers within Qliance, high-
lighting the high levels of physician satisfaction.  This is likely due in large part to the fact that 
Qliance does not bill externally for anything it provides, thereby reducing physician frustration 
with third-party paperwork .  Furthermore, interest in DPC among physicians is growing.  As 148
of 2014, only 2% of physicians reported working in direct primary care, but an additional 7% 
were contemplating whether to make the switch.  The same AAFP survey in 2015 revealed that 
10% were now working in a direct primary care practice or had immediate plans to start while 
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43% more were actively considering it.  Wanda Filer, the American Academy of Family Physi-
cians (AAFP) president, stated that by scaling back the number of patients doctors are responsi-
ble for, DPC has the potential to reduce burnout, prevent early retirement, and encourage more 
medical students to pursue primary care.  The ability to prescribe care as needed using one’s own 
clinical judgment likely also carries some appeal, as physicians no longer have to receive preau-
thorization from insurers but rather can make the decision themselves . 149
 As with CDHPs, concerns arise with DPC over whether low-income individuals and fam-
ilies will be able to afford it.  Although the combination of a DPC practice’s membership fee and 
the premium for a catastrophic care plan has been shown to be cheaper (and reduce costs in the 
long-run) than traditional, comprehensive insurance, the idea of paying ‘twice’ still serves as a 
major deterrent to many.  And as mentioned before, when access issues lead to patients not com-
ing in to see their doctor, the physician-patient relationship suffers.  Using Qliance as a case 
study once again, we can observe how the DPC model has adjusted itself to ensure that vulnera-
ble populations are not excluded from accessing their healthcare. 
 For starters, patients with chronic conditions often benefit from having DPC, as it allows 
for unlimited access and promotes close relationships with one’s provider for a population that 
needs it the most.  For low-income individuals, Qliance typically offers free or discounted care 
for Medicaid and Medicare patients at the practice level .  However, Qliance also reached an 150
agreement with the state of Washington’s Medicaid program in which Qliance enrolled 20,000 
patients via a Medicaid managed care contract; in return, Medicaid simply paid the patients’ 
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membership fees as part of a shared savings program .  This shows that at all levels, different 151
workarounds exist to ensure access for vulnerable populations.  Low-income individuals don’t 
have to be excluded from receiving care through DPC; it may just take an adjustment to how our 
country currently finances care for these specific groups of individuals. 
 So what’s the next step for DPC?  Clearly, there is still much work to be done for this still 
nascent form of healthcare delivery.  One poll conducted just two years ago (2018) found that 
nearly ¾ (74%) of the 1,435 healthcare leaders surveyed were not yet aware of the DPC 
model , and another source used extensively throughout this paper began with the disclaimer 152
that a “thorough literature search” revealed a “paucity of data” surrounding DPC .  Unfortu153 -
nately, many obstacles stand in the way of further expansion.  Likely the largest is the uncertain-
ty over how to properly classify the model.  In other words, is it insurance and should it be regu-
lated as such?  As of 2016, 17 states had passed laws pertaining to DPC, most of which served to 
except DPC from the traditional definition of insurance .  In states that have not passed such a 154
law, this lack of clarification still stands in the way of future expansion.  One piece of federal 
legislation seeks to address another prominent issue hindering DPC:  Allowing patients to use 
their HSAs to pay the monthly fee for DPC.  Currently, one cannot use HSA funds to finance in-
surance, but if legislation like the Primary Care Enhancement Act were to pass, this obstacle 
would be removed.  While many seemingly-small nuances still stand in the way, DPC does have 
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broad support from the nation’s centerpiece of healthcare legislation, the Affordable Care Act 
(ACA).  The ACA allows for bundled DPC and wraparound coverage packages to be sold on 
state exchanges so that they may be compared ‘apples to apples’ alongside traditional insurance 
plans .  This was a good first step towards increased awareness of the model and enhanced con155 -
sumer control over their healthcare, but further work is needed to ensure that the forward 
progress of DPC is not impeded. 
 Eskew, “In Defense of Direct Primary Care.”155
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Conclusion 
 The physician-patient relationship is the indisputable foundation on which medicine rests.  
Put simply, a strong and healthy relationship with one’s physician improves health along all 
fronts.  Therefore, it is imperative that this fundamental relationship not only be protected but 
allowed to thrive.  What are the conditions required for this to happen?  The literature points to 
four:  Time together, continuity of care, patient satisfaction (as influenced by wait times, choice 
of physician, and value of care), and physician satisfaction (as influenced by physician autonomy 
and administrative burden). 
 By and large, these factors are determined by a country’s payment system, otherwise 
known as the way a country finances its healthcare.  For example, single-payer drastically re-
duces administrative costs but increases the number of patients doctors are responsible for, both 
of which have a tangible impact on time spent together in the exam room.  Meanwhile, within 
the United States’ current multi-payer system, initiatives such as managed care, provider net-
works, electronic health records, and the Affordable Care Act have all had a harmful effect on 
different aspects of the physician-patient relationship.  With this context established, this paper 
turned its attention to its true focus:  Consumer-directed healthcare. 
 Looking at its two most popular forms, consumer-directed health plans (CDHPs) and di-
rect primary care (DPC), the data was mixed.  While individual healthcare spending did go down 
for CDHP enrollees, research seems to indicate that this was not the result of increased price 
shopping, the concept on which CDHPs are based.  Furthermore, other measures of patient satis-
faction were lower for CDHP enrollees as well, and the high out-of-pocket costs associated with 
the plans could lead to patients avoiding or delaying care, affecting both time spent together and 
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continuity of care.  The success of direct primary care, on the other hand, tells a different story.  
Reports show that DPC patients have also experienced lower overall healthcare costs as well as 
increased interaction with their physician; furthermore, DPC providers have enjoyed high levels 
of professional satisfaction, leading many non-DPC doctors to consider entering the model.  
However, significant concerns do exist regarding potential access issues for low-income individ-
uals and families. 
 Healthcare reform is controversial because each potential solution comes with a distinct 
set of pros and cons, and consumer-directed healthcare is no different.  While extensive further 
research is needed to conclusively determine its effects, two things seem to be true based on this 
paper’s synthesized findings:  1) CDHPs have yet to produce evidence that widespread enroll-
ment strengthens the physician-patient relationship, and 2) Patients and physicians alike stand to 
benefit from continued expansion of direct primary care. 
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